was Ϫ2.01 Ϯ 7.40 and Ϫ0.96 Ϯ 4.34 diopters; mean induced astigmatism in conventional notation was 3.76 Ϯ 0.82 and 3.46 Ϯ 1.36 diopters; mean induced astigmatism in polar values was 7.53 Ϯ 4.02 and 7.40 Ϯ 2.86 diopters on the traditional and shaped PKP groups, respectively.)
was Ϫ2.01 Ϯ 7.40 and Ϫ0.96 Ϯ 4.34 diopters; mean induced astigmatism in conventional notation was 3.76 Ϯ 0.82 and 3.46 Ϯ 1.36 diopters; mean induced astigmatism in polar values was 7.53 Ϯ 4.02 and 7.40 Ϯ 2.86 diopters on the traditional and shaped PKP groups, respectively.)
Busin first described the novel wound configuration described as "top hat" for PKP, theoretically providing better resistance against leakage attributable to the selfsealing posterior lip. Sutures therefore would not need to be as tight, which might reduce initial suture-induced astigmatism. Incision healing might be stronger attributable to increased wound surface area. Complete suture removal has been reported as early as the third postoperative month, potentially permitting more rapid visual rehabilitation as compared with traditional PKP. 2 Despite these theoretical advantages, there has been limited adoption of this manual surgical technique among corneal surgeons. The procedure has a technically demanding learning curve and requires more time to perform. The use of a femtosecond laser to create the resection not only could decrease procedure time but could also create a more precisely matched donor-recipient wound edge. This study demonstrates the feasibility of performing deep corneal resections using the IntraLase femtosecond laser in a single step. Our results mirror those shown by Busin and our previous report. Mechanical stability was shown to be superior to traditional PKP. The use of corneal marks to assist in symmetrical placement of sutures was feasible. In human applications, this feature should help minimize irregular astigmatism induced by asymmetrical alignment of the graft tissue to the host. cornea to create dissections of any geometric configuration while minimizing collateral tissue damage. 1,2 Corneal haze is transiently higher after laser-assisted in situ keratomileusis (LASIK) with the flap created by a femtosecond laser than with a mechanical microkeratome. 3 Because minimal haze has been detected after creating but not separating femtosecond laser flaps, haze has been suggested to be the result of subsequent flap separation or stromal ablation (Kesler-Diaz A, et al, IOVS 2006;47 ARVO E-Abstract 2731).
A 29-year-old woman with myopia was enrolled in a randomized paired-eye study comparing LASIK flap creation by a 15-kHz femtosecond laser (IntraLase FS; IntraLase, Irvine, California, USA) to flap creation with a mechanical microkeratome. 3 The study protocol required the femtosecond laser flap be created first; LASIK would then be performed on the fellow eye with the flap created by a mechanical microkeratome; finally, the femtosecond laser flap in the first eye would be separated and LASIK completed. Confocal microscopy was performed preoperatively per the study protocol (Figure 1) . A flap was successfully created in the left eye with the femtosecond laser (raster energy 2.2 J; side-cut energy, 2.5 J; raster spot and line separation, 11 and 9 m, respectively), but the flap was not separated and LASIK was not completed because a button-hole flap was created in the right eye. The cornea treated with the femtosecond laser was examined by confocal microscopy at intervals after flap creation. Both eyes were treated with a topical corticosteroid dose that was tapered over two months.
Confocal microscopy showed activated keratocytes in images centered at the interface as early as one day after the flap was created by the femtosecond laser (Figure 2) . Increased reflected and scattered light (haze) was apparent, originating from keratocytes and possibly from extracellular matrix. Keratocyte activation and haze diminished at each examination over two months (Figure 3) .
Four months after the button-hole complication, the patient was treated with photorefractive keratectomy in the right eye; 20/15 uncorrected vision was obtained. LASIK was successfully completed in the left eye by easily separating the flap that had been created by the femtosecond laser four months earlier.
Our case shows that photodisruption with the femtosecond laser causes keratocyte activation and corneal haze, even without tissue separation or stromal ablation. The findings are contrary to those of a rabbit study, in which corneal haze was barely detectable after the femtosecond laser flaps were created but not lifted (Kesler-Diaz A, et al, IOVS 2006;47 ARVO E-Abstract 2731). The discrepancy could be explained by differences in the wound healing response between rabbits and humans, or by the use of different laser energy levels. Upgrades to the IntraLase femtosecond laser will reduce the energy required to create flaps, and the use of this laser is likely to be associated with reduced keratocyte activation and haze. 4 Although keratocyte activation is associated with a greater wound healing response, 5 in our patient, the flap was easily separated four months after it was created. Despite increased haze after LASIK with the femtosecond laser, short-term results demonstrate refractive stability and vision equal to LASIK with microkeratomes. 3 
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